Introduction
Most clinical research is done in humans, yet very little is known about their sociodemography, motivation, and psychological profiles.'' Two studies of this subject provide only basic information on the age, sex, race, and social class of their subjects and on the type ofresearch being conducted (whether it was therapeutic or non-therapeutic, invasive or non-invasive).56 Much more information is available about people who volunteer for behavioural research, " because of "a longstanding fear among behavioural researchers that those human subjects who find their way into the role of research subject may not be entirely representative of humans in general."' This information, however, is derived mainly from subjects who are college students and cannot be readily extrapolated to clinical studies.7"
The role of children as research subjects has been the focus of much philosophical inquiry and scholarly debate because of their special vulnerability and inherent inability to provide fully informed consent, but much of this discussion has focused on the types of research permissible in children, the adequacies and inadequacies of informed consent, and the details of legal and regulatory provisions.'2'6 To our knowledge, no information is available about the profile of parents who volunteer their children for clinical research. Knowledge about the sociodemographic and motivational characteristics of such parents may provide a useful contribution to this ethical discussion. We studied the characteristics of parents who volunteered their children for a trial of a drug for treating asthma. We report on their sociodemographic and motivational characteristics; data on their psychological profiles will be presented on completion of psychometric analysis.
Subjects and methods
We studied the parents who had volunteered their children for a randomised, double blind, placebo controlled trial of ketotifen, a new drug for asthma that is unlicensed in Australia. To be eligible for the trial the children had to be aged between 1 and 3 years and have had symptoms of coughing and wheezing for the three months before entering the trial and during the one month assessment period before starting the treatment. In addition, none of the children was taking corticosteroids or cromoglycate, and all were responding badly to the bronchodilators salbutamol and theophylline. Altogether, 72 volunteered children satisfied these criteria and the parents of 68 agreed to be interviewed. The comparison group (non-volunteering parents) was recruited from the parents of 60 children who had been invited to allow their children to participate in the trial but who had refused after due consideration. Altogether, 42 children's parents were interviewed, giving a participation rate of 70%. The parents were not paid but were given travel subsidies to enable them to bring their children for regular assessment. The study was approved by the Mater Hospital ethics committee.
A questionnaire consisting of 48 structured and two openended sections, each with two to 16 questions, was designed to assess the perceptions, attitudes, and health seeking behaviour of the volunteering and nonvolunteering parents. Detailed sociodemographic information on both parents of each child was obtained and defined by categories similar to those given in the latest Australian census."' The parents who had made the main part of the decision to either allow or refuse their children's participation in the research trial were then interviewed, and the parents reported their own perceptions, behavioural characteristics, and attitudes.
Completed questionnaires were coded and analysed by computer with the SAS statistical package" and Systat. ' Non-volunteering (n =42) 13 (31) 29 (69) 2 (5) 3 ( 7) 4 (10) 20 (48) 13 (30) 24 (57 18 43) 3 
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39 (93) 14 (33) 28 (67) volunteering group it had been made by the mother in 21 cases and the father in 21 cases-an equal distribution. volunteering include altruistic motives -"to contribute to medical research" (68 parents) and "to benefit others" (67)-and personal concerns about their children's illness-"to benefit my child" (61), "dissatisfaction with current treatment" (56), and "to learn more about the medical treatment" (5 1). The main reasons for non-volunteering included "concern about side effects of the new drug" (40), (33).
CANONICAL DISCRIMINANT ANALYSIS
Finally, we performed a multivariate analysis of the data to assess the joint behaviour of the 14 dependent variables chosen for further analysis. The figure shows the mean profiles within the volunteering and nonvolunteering groups across the variables that best discriminate between the two groups by canonical discriminant analysis. For purposes of comparison the variables have been standardised and oriented so that their larger values correspond. Of the 14 variables plotted two of three that were non-significant (use of alternative medicine and alcohol consumption) became significant after the analysis (p<005), and nine of the 11 significant variables corresponded to significant loadings (p<O-O5) in the discriminant function, so that these variables maintained their significance after discriminant analysis; number of friends and use of analgesics became insignificant. arousal seeking behaviour.20 Finally, volunteering parents were motivated by a desire to help others and contribute to medical research, but they were also searching for more information and better ways to help their own children, who were very young and had a distressing chronic illness.
As far as we can determine, there was no selection bias in the recruitment of the non-volunteering parents. The children were of similar age and severity of illness. The two groups of parents were also similar with regard to age, birth order, parity, and ethnic background. A higher proportion of the main decision makers in the volunteering group were women, and it is well known that women use drugs and health services more frequently than men. In addition, there were clear socioeconomic differences between the groups, and it is reasonably well established that social supports <15 4) ; serum aspartate aminotransferase activity 95 U/i (normal 6-23). Plasma electrolyte concentrations, including potassium, sodium, calcium, and magnesium, were normal, as was the plasma creatinine concentration. Ceftriaxone (2 g daily) and erythromycin lactobionate (1 g thrice daily infused in saline over 90 minutes) were started. During the fifth infusion of erythromycin pronounced prolongation of the Q-T interval (Q-T, 550 ms), multiform ventricular extrasystoles, and an episode of non-sustained torsades de pointes occurred.
During the eighth and 10th infusions several electrocardiograms and rhythm strips were recorded, showing increasing Q-T, intervals during infusion and a gradual return to normal over the subsequent five to six hours (figure). Coinciding with maximal prolongation of the Q-Tc interval again torsades de pointes occurred. 
